The customary treatment for carcinoma of the large bowel presenting with acute intestinal obstruction is some form of staged procedure. The first stage is usually a proximal colostomy or ccostomy or, for growths of the ascending colon, an ileotransverse anastomosis; the second stage is to resect the growth and, in left-sided lesions, there is a third stage to close the colostomy. These staged operations, although theoretically sound, suffer from a number of grave disadvantages, not the least of which is a prolonged stay in hospital.
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It is therefore advocated that these patients be treated not by a staged procedure but by a single operation, at which the growth is resected and continuity of the alimentary tract restored by an end-to-end anastomosis. It is also advocated that this should be done for growths of the left as well as the right side of the colon and for potentially curable growths as well as those with secondaries. This is practicable and safe provided that the distended bowel is adequately decompressed at operation, provided that the anastomosis is carefully carried out using two layers of interrupted silk sutures and provided that the patient is fit or can be made fit for resection. It is stressed that adequate decompression is the key to the whole problem. A suitable intestinal decompressor has been previously described (Savage 1958, Proc. R. Soc. Med. 51, 507; 1960, Brit. J. Surg. 47, 643) .
Of 78 personal cases admitted to the Whittington Hospital, 32 were treated by immediate resection with end-to-end anastomosis of the bowel. Four of these patients died while still in hospital; a woman of 87 with carcinoma of the c=cum died on the night of operation and post-mortem examination showed her to have had a recent coronary thrombosis; 3 other patients survived the operation by weeks or months; although they died in hospital (from carcinomatosis) -these 3 patients cannot be considered as operative deaths.
DISCUSSION
Mr Robert V Cooke (Bristol) said how glad he was that this discussion was at last taking place, the more so because it was in the Section of Proctology of the Royal Society of Medicine.
It was a difficult subject and, though many had practised the method from time to time and for many years, until recently there had been very few references in the literature. He would agree with much that Mr Savage had said: there were the obvious attractions of a -one-stage procedure, particularly in elderly patients where a small calculated risk might well be justified, avoiding multiple operations with all that that entailed of other risks, of time, of endurance, not to mention expense. In advocating immediate resection with end-to-end anastomosis in the presence of obstruction, Mr Savage at the same time was at pains to emphasize the safety of the two-or three-staged method. It could not be too strongly stressed that all the circumstances must be favourablethe necessary skill which came with much experience in this field, a reasonably fit and preferably thin patient and an anesthetic service operating smoothly, as it nearly always did nowadays.
Whether sited on the left or the right, whether the obstructive agent be carcinoma or localized diverticulitis provided mobilization was easy, then consideration could fairly be given to this procedure. The distended proximal bowel might be deflated and emptied by suitable sucker or resected with its load of solid faces: the c3ecum and ascending colon might be grossly distended with such solid fxces and, in those circumstances, especially if the ileocecal sphincter was competent, a carcinoma of the transverse or descending colon could quite readily be resected together with the loaded proximal colon, the empty distal ileum being joined end-to-end with the empty more distal colon. Provided this could be quickly and easily carried out, nothing was likely to disturb healing at the anastomosis and few abdominal operations would give more satisfaction to both surgeon and patient.
